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to bring the cystoscope forward, in order to touch the stone, he left 
it in position and shook the suprapubic region of the abdominal wall, 
and succeeded in dislodging a large-sized stone out of a position just 
above the symphysis. On January 30, 1894, it was removed through 
a suprapubic opening. The wound in the bladder was closed by 
catgut sutures down to its lower angle, which was left open. Through 
it a soft rubber catheter was introduced for about two inches. The 
projecting (outer) portion was then turned down upon the bladder and 
buried in its wall by stitching over it two folds of the latter, one 
being taken from each side (infolding). The wound was packed 
with sterilized gauze. Permanent drainage was applied. Everything 
went nicely during the first two days. There was no leakage what¬ 
ever. On the third day the patient had a sudden unexpected stool and 
pressed the catheter end out of the bladder, no special stitch having 
been put in in order to fasten it. With some difficulty it was reintro¬ 
duced in Trendelenburg’s posture. Two days later the same accident 
occurred. The catheter was again introduced. This repeated 
manipulation spoiled the result for some time. Patient is now cured 
with a tightly-closing wound around the catheter. He wears a 
urinal. What had been called McGuire’s operation to-night, 
seemed to be the formation of an oblique canal through the wall of 
the stomach or bladder. This was originally proposed by Witzel, of 
Bonn, in 1891. 


SARCOMA OF THE KIDNEY. 

Dr. Abbe presented a kidney which had undergone sarcomatous 
degeneration. It weighed about a pound and a half, and had been 
removed the day before from a child three years and a half old. 
Trendelenburg’s posture : long cross incision : minimum loss of blood. 
The child was doing well. 


Stated Meeting, April 24, 181)4. 

The President, Robert Abbe, M.D., in the Chair. 

PYLOROPLASTY FOR ULCER OF THE STOMACH. 

Dr. B. F. Curtis presented a colored man, sailor, aged thirty- 
seven, on whom a month before he had performed pyloroplasty for 
syphilitic (?) stricture of the pylorus. In April, 1893, the man had 
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begun to suffer from pain in the stomach after eating. The next 
month he began to vomit food, mucus, and a “coffee-ground” sub¬ 
stance, which he thought was food. In a state of marked emaciation, 
and being quite unable to work, the patient entered the New York 
Cancer Hospital in March, 1894. He admitted gonorrhoea, venereal 
ulcers, and alcoholism. The vomiting occurred at quite regular 
intervals, once a day, after every third or fourth meal, without nausea, 
and the amount of mucus was small. 

Pain was relieved after vomiting, but no improvement took place 
under washing out the stomach ; there was great reduction in hydro¬ 
chloric acid in the stomach contents. The diagnosis of pyloric 
obstruction was made, probably benign in character. Dr. Curtis per¬ 
formed laparotomy by a median incision which was joined by a trans¬ 
verse incision at right angles. An exploratory incision was made in 
the stomach, and an ulcer was found encircling the pylorus, with 
abrupt edges, and a dense thickened white sloughing base, having 
all the characteristics of chronic ulcer of the leg, except that the edges 
were not indurated,—none of those pertaining to a new growth. The 
ulcer measured over two inches from the intestinal to the gastric border. 
The incision was extended in the long axis of the pylorus, entirely 
through the diseased tissue into healthy mucous membrane, and then 
joined transversely (Heineke-Mikulicz)by silk sutures, leaving a com¬ 
munication with the duodenum, which would admit easily two fingers. 
Some difficulty was experienced owing to the greatly-thickened and 
hard stomach walls in closing the upper angle of the stomach incision, 
and some leakage was feared and did occur, but the man made a good 
recovery. He was fed for four days by the rectum, then swallowed 
fluid food, and at present was taking the regular hospital diet. There 
had been increase in weight; and no vomiting, no pain occurred 
after the operation. 

The pathologist’s report stated that there was no evidence of 
malignancy, but there was a considerable amount of round-cell infil¬ 
tration of the muscular wall. There was also an increase of the glan¬ 
dular structures verging on adenoma. 

Dr. McBurney suggested the criticism that in this case it would 
have been better had gastro-enterostomy been done. The tendency 
of chronic ulcers was towards malignancy, or, if cicatrization should 
take place, it would probably lead to occlusion, and necessitate a 
second operation. 

Dr. Abbe thought pyloroplasty was much the safer operation, at 
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least as to primary results, and that the large aperture which had been 
left gave better chance for the ulcer to heal than if gastro-enterostomy 
had been performed, and stenosis allowed to continue at the pylorus. 
The favorable result seemed to confirm that view in the present case. 
The strip of healthy mucous membrane on the anterior surface of the 
opening would, at least, prevent cicatricial contraction going on to 
complete occlusion. 

Dr. Briddon was of the opinion that pyloroplasty gave more 
favorable statistics than gastro-enterostomy, for the reason that the 
former operation was not for removal of the site of the ulcer, 
usually, but rather for cicatricial contraction following duodenal 
ulcer. 

Dr. Curtis appreciated the weight of Dr. McBurney’s objection 
to pyloroplasty in this case, but he was inclined to agree with Dr. 
Abbe that the strip of healthy mucous membrane, which formed the 
anterior surface of the new pyloric opening, would prevent complete 
closure, even though cicatricial contraction did take place to some 
extent. Little was yet known about pyloroplasty. The latest report 
of cases which he had seen gave only twenty-nine, the oldest case 
having been operated upon not more than four years ago, only two or 
three more than a year, so that we had no basis for judging of 
the ultimate result, and it seemed wise in this case to try this less 
dangerous operation first. 

AMPUTATION OF THE PENIS FOR EPITHELIOMA. 

Dr. Curtis presented a patient whose penis he had amputated 
recently for epithelioma. The man was sixty-one years of age, and 
had had excellent health, except that when a boy he sustained a kick 
on the right hip, which was followed by hip-joint disease, and 
resulted in ankylosis, and interfered with abduction of the thigh. This 
fact determined the form of amputation of the penis, afterwards per¬ 
formed by Dr. Curtis. Five months ago the patient began to be troubled 
with itching of the penis, which led to irritation, pain, and swell¬ 
ing of the prepuce. Some one relieved the phimosis by an incision, 
and three weeks later the patient entered the New York Cancer Hos¬ 
pital with a warty epitheliomatous tumor involving the entire prepuce. 
There appeared to be slight involvement of the inguinal glands. The 
glans penis seemed not to be implicated. Although approving in 
general of complete removal of the organ in such cases with the for¬ 
mation of a meatus in the perineum, on account of the ankylosis in 
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the right hip, Dr. Curtis thought the man could urinate better if he 
attached the urethra to the front of and low on the scrotum, and that, 
owing to the superficial character of the disease, this amount of 
removal would be sufficient for a cure. Accordingly, the penile ure¬ 
thra was dissected out, divided anteriorly about an inch behind the 
fraenum, and the rest of the organ amputated close to the pubis. The 
scrotum was then incised on its anterior surface, the long stump of the 
urethra laid in the incision and sutured, so that the meatus was near 
the bottom of the anterior surface of the scrotum. The urethra was 
slit up to make a large meatus. The result had been satisfactory. 
The patient was able to throw a good stream about two feet away from 
his feet. The inguinal glands were removed at the time of removal 
of the penis. Haemorrhage had been slight; union primary. There 
was very little tendency to contraction in the meatus; and no exco¬ 
riation of the scrotum, such as occurred from dribbling when the ure¬ 
thra was attached higher up close to the pubis. 

Dr. Willy Meyer remarked that in his opinion partial amputa¬ 
tion of the penis for malignant disease of the glans should be aban¬ 
doned, as had partial amputation of the uterus for cancer of the cervix, 
although admitting that death was generally caused by a recurrence of 
the cancer in the inguinal glands. He thought the patient would be 
better off if the penis was entirely extirpated, and the urethra sus¬ 
pended just in front of the anus instead of from the scrotum, as the 
latter was liable to become excoriated. The method adopted by Dr. 
Curtis in his case was, however, justified by the ankylosis of the hip, 
which would have interfered with urination had the urethra been in¬ 
serted into the perineum. He had extirpated the penis twice, once 
primarily, in another case for recurrence of the growth in the stump. 
He had easily controlled haemorrhage by first doubly tying the two 
dorsal penile arteries and the profunda penis near the pubic arch, and 
then cutting the vessel between the two ligatures. In both cases the 
urethra was transplanted in front of the anus, and somewhat split on 
its posterior side (artificial hypospadia). The first patient lived 
longer than a year after the operation. He died from recurrent 
cancer of the inguinal glands, which had, of course, also been removed 
bilaterally. (The specimen was exhibited.) The other patient died 
of marasmus not long after the operation. 

Dr. Wyeth said that several years ago he had reported three 
cases of amputation of the penis at the symphysis, dissecting the ure¬ 
thra out, transfixing the scrotum, and attaching the urethra in front 
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of the anus,—Humphrey’s method. One patient committed suicide 
about eight months after the operation; the other two were still 
living, without recurrence, more than ten years since the last oper¬ 
ation. His experience, therefore, gave him little anxiety as to recur¬ 
rence in these cases. 

Dr. Briddon would certainly prefer in ordinary cases thorough 
removal of the penis and attachment of the urethra at the perineum. 
In two cases operated upon by him there had been recurrence of the 
malignant process within a year or two. 

NON-RECURRENCE NINE YEARS AFTER REMOVAL 
OF CANCER OF BREAST. 

Dr. F. W. Murray presented a woman, fifty-three years of age, 
who had come under his observation in January, 1885, with a history 
of having a year before felt dragging pains in the right breast, and 
six months before having noticed a tumor, which gradually increased 
in size. Dr. Murray found a hard tumor the size of a lemon in the 
upper and outer quadrant of the right breast, skin unbroken, nipple 
not retracted, breast freely movable on underlying tissue, axillary 
glands not enlarged. A few days later he removed the breast through 
the ordinary elliptical incision, and also evacuated the contents of the 
axilla, although the glands were not seemingly enlarged. Dressing 
of iodoform and peat, bichloride compresses, catgut sutures, axilla 
drained by bone drain. Convalescence uneventful; union perprimam, 
excepting a small part of axillary incision. The patient remained 
under observation several months. Then he lost sight of her until a 
week ago, nine years after the operation. There was now no evidence 
of recurrence of the disease. The use of the shoulder was perfect. It 
was to be assumed, therefore, that the case was one of cure of carci¬ 
noma by excision. The tumor had been examined at the time of its 
removal in the laboratory of the New York Hospital and pronounced 
scirrhus of the breast. 

Dr. Dawbarn mentioned that some years ago Dr. Gerster wrote 
a paper upon a most important point in the technique of this opera¬ 
tion; and immediately following this the late Dr. Gross, Jr., had also 
emphasized it in an essay. Nevertheless, it is to-day forgotten, or 
practically never adopted; and the speaker believed that if invariably 
followed this technique would prevent many of the early relapses from 
involvement of the lungs or other viscera. The point is the following: 
Ordinarily, in amputation for cancer, the breast is first removed, and 
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last the axillary lymphatics and lymph-nodes are dissected away. In 
removing the breast it is necessarily squeezed, handled, and massaged 
more or less by fingers and retractors. Thereby the cancer-juices 
may be disseminated through the axillary lymphatics, with which 
those of the breast are continuous, and so into the general circula¬ 
tion ; and when a little later the axilla is opened to complete the 
operation here, already it is too late : “ the stable-door is opened, the 
steed stolen.” 

To prevent this peril, the surgeon should simply begin by clean¬ 
ing out the axilla (thereby cutting off communication between the 
breast lymphatics and the interior of the body), and end by removing 
the breast. 

Dr. W. B. Coley said, with regard to longevity following 
amputation of cancer, that he had at present under his care a woman, 
seventy-one years old, who had had the breast removed nine years 
ago by Dr. Hodges, of Boston, for carcinoma. There had been two 
recurrences in that time. 

HIP-JOINT AMPUTATION; DIRECT PRESSURE ON COM¬ 
MON ILIAC THROUGH INCISION IN ABDOMINAL 
WALL; INTRAVENOUS SALINE INFUSION 
DURING OPERATION. 

Dr. Charles McBurney presented a boy, fourteen years of age, 
with the following history : He had received a slight traumatism in 
August, 1893, while riding a bicycle, and shortly afterwards felt ten¬ 
derness at the inner side of the upper portion of the right thigh. A 
tumor developed, grew steadily, reached considerable size, caused 
much pain. In January, while bedridden, the boy attempted to turn 
over, felt very severe pain, and lost entire use of the limb. When he 
came under Dr. McBurney’s care, February 5, he was emaciated and 
anaemic to the last degree. A large tumor involved the upper part of 
the thigh, reaching apparently as high as Poupart’s ligament and half¬ 
way down the femur. It was not difficult to make out that fracture of 
the femur had occurred when he had turned over in bed. The diag¬ 
nosis was osteo-sarcoma. 

Dr. McBurney operated with some misgivings on February 10. 
Realizing that he had two difficulties to deal with, he made prepara¬ 
tions to meet them. First, the tumor being so high that it would be 
impossible to control haemorrhage by constriction above the tumor, 
and not liking the blind method of making pressure on the vessels 
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through the abdominal walls or rectum, he decided to compress the 
common iliac through an abdominal incision. Second, the tumor 
being very vascular, at least a quart of blood would be necessarily 
lost on removing it even after applying the Esmarch bandage to the 
lower part of the limb, and in order to obviate the danger of collapse 
taking place, he had an assistant inject 1500 cubic centimetres of saline 
solution into the arm during the performance of the operation. The 
amputation having been performed in this manner comparatively little 
shock occurred, and the boy went on to make an excellent recovery. 

Dr. McBurney supposed that direct compression of the common 
iliac by the finger in hip-joint amputation had been practised before, 
but he could not recall by whom. It was not mentioned in several 
works on surgery to which he had referred. Regarding intravenous 
injection of salt solution, this had been frequently practised after the 
development of unpleasant symptoms following hsemorrhage ; but he 
had never known it to be used before the development of such symp¬ 
toms, except in the present case. Notwithstanding the very anaemic 
state of the patient, the severity of the operation, and the removal of 
perhaps a quart of blood with the limb, the saline injection enabled 
him to pass through the temporary shock, and doubtless was a large 
factor in preventing a fatal termination. 

Dr. Abbe suggested that in such a case of hip-joint amputation 
considerable blood could be returned to the body if the patient were 
kept in Trendelenburg’s posture for about fifteen minutes before the 
operation. 

Dr. Curtis said that three or four years ago he had had occasion 
to amputate at the hip-joint for a very large tumor, which extended 
high on the thigh anteriorly, so that it became necessary to carry his 
anterior incision above Poupart’s ligament and cover the wound 
entirely with a posterior flap, as in this case. He had thought of 
making direct pressure, as Dr. McBurney had done, but gave up the 
idea on account of the danger of a peritoneal wound in the presence 
of ulceration on the surface of the tumor, and applied the abdominal 
tourniquet. The latter worked well, and Dr. Murray caught the 
femoral vessels as soon as they were divided, so that not more than 
eight ounces of blood were lost; yet the patient was so low that he 
lived only twenty-four hours. Had he anticipated Dr. McBurney’s 
idea and injected the salt solution during instead of after the opera¬ 
tion, perhaps the patient would have survived. 

Dr. Dawbarn stated, h propos of the saline injection during the 
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hip-amputation, that in the winter of 1891-92 he had spent con¬ 
siderable time in experiments upon numerous dogs in the physio¬ 
logical laboratory at the New York College of Physicians and Surgeons, 
by the courtesy and with the aid of Professor Curtis. These experi¬ 
ments, which were subsequently published, were for the purpose of 
ascertaining, by the use of the mercurial manometer and kymo- 
graphic tracings on paper, the effect, after severe bleeding, of very 
hot infusions of normal salt solution (6 parts per 1000). It was 
shown that the dogs bore the loss of blood much better, and more 
quickly recovered strength of heart-beats, if the temperature of the 
salt water thrown into the blood-vessels were as hot as can possibly 
be borne by the hand, about 120° F., rather than that ordinarily 
recommended, namely, the bodily temperature. The works upon 
physiology state that no albuminoid tissue of the body is coagulated 
by a lesser temperature than about 40° hotter than this, or nearly 
160 0 F. Still, though injected at 120°, the solution probably does 
not reach the -heart at this temperature. 

In quite a number of operations at the Polyclinic since that date, 
Dr. Dawbarn had used this hot infusion at the time of operation,—a 
quart in amount or more,—to replace blood lost, to stimulate the 
heart, and to prevent shock feared. By stimulating the muscular 
coat of the blood-vessels it maintained or restored their tone, pre¬ 
venting paralytic distention. An analogous instance is the well-known 
effect of very hot douching upon the unstriped muscle of the uterus 
in post-partum haemorrhage. 

Dr. Dawbarn also referred to a publication of Dr. Edwin Stern¬ 
berg, about a year ago, in which that gentleman reported two cases 
in Dr. Munde’s practice treated for haemorrhage by saline infusion 
at blood temperature, both of which died ; and two parallel cases 
treated at the speaker’s suggestion by infusion as hot as could be 
borne, both the latter cases recovering. 

In reply to an interrogatory by the President, he said that in the 
experiments upon dogs referred to he had prevented pain by the free 
use of morphine hypodermically. The dogs were quite conscious, 
but seemed not to suffer in the least. 

URETER TRANSPLANTED INTO A FOUL VESICAL 
POUCH TO PURIFY IT: RECOVERY. 

Dr. Abbe presented a man who had entered St. Luke’s Hospital 
under the care of Dr. Markoe, November, 1893, who instituted supra- 
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pubic and perineal drainage for a large abscess, containing pus and 
urine, lying between the bladder and rectum. Under thorough 
drainage the patient was relieved for a time, but when Dr. Abbe went 
on duty the perineal opening had closed, and the extremely foul 
cavity was trying to empty itself through a small opening into the 
bladder. The man was pyaemic. He recognized a small opening 
from the bladder into the cavity, but, not knowing whether it was a 
vesical pouch or a true abscess, Dr. Abbe undertook enucleation of 
the entire thick-walled abscess through a Kraske operation. The 
pouch was about two-thirds dissected out when he became convinced 
that it could not be entirely removed without taking away a con¬ 
siderable portion of the posterior wall of the bladder, which the 
man’s bad condition forbade. During his manipulations the ureter, 
which lay in the thickened walls of the pouch, had been compressed, 
and later tore across at this point. Now, recognizing that it was a 
vesical pouch with which he had to deal, and that it was lined with 
mucous membrane, he decided to leave it and insert the end of the 
divided ureter into it with the hope that the fresh urine constantly 
flushing it out into the bladder would cause its walls to return to a 
healthful condition and to contract into a smaller diverticulum. The 
result had evidently been as anticipated, for the man has regained his 
original health. The Kraske wound had healed, and the supra¬ 
pubic opening is nearly closed. No urine ever leaked into the 
Kraske wound, and the vesical pouch has shrunken so as to hold about 
a drachm instead of two ounces, as before the dissection. The clean 
urine has evidently sweetened the pouch. Dr. Abbe saw no reason 
why the diverticulum should again suppurate, and believed the man 
would remain cured. 

FURTHER REPORT OF OPERATIONS FOR INJURY TO 
THE SPINAL CORD. 

Dr. John A. Wyeth read the paper of the evening. (See page 
I 53-) 

Dr. Abbe said that the experience of Thorburn, of Manchester, 
who had a large practice in this line, was against operating for spinal 
paraplegias following fracture, unless the injury was over the cauda 
equina. Some traumatic paraplegias are only temporary, and disap¬ 
pear slowly as the haemorrhages which cause them become absorbed. 
He had found the laceration and contusion of the cord uniformly so 
severe as to make repair and recovery from the paraplegia impossible. 
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Dr. Abbe’s own experience had also been so unfavorable that he had 
not advised operative interference the past three years in any of the 
cases that had come under his observation. A large amount of blood 
was necessarily lost during the operation, which rendered it a serious 
procedure, and the chances of relieving the paraplegia were very 
slight. He had lost one patient some years ago from haemorrhage 
and shock attending the operation. 

Dr. Dawbarn stated that he had recently operated upon a woman 
who was suffering from complete paralysis from the waist down, fol¬ 
lowing a fall four stories into a cellar. He operated two or three 
hours after the injury, and removed two spiculae of bone which 
pressed upon the cord at the two lower dorsal vertebrae. The cord 
itself was not lacerated. The wound healed without suppuration, and 
the patient was now able to walk about. 

Dr. Willy Meyer related the case of a young man, aged twenty- 
one years, who had come under his care in the spring of 1892, with 
marked paresis of the lower extremities and of the bladder and 
rectum, coming on immediately after falling from a bridge, thirteen 
months before. Some slight improvement had taken place in course 
of time, there having first been complete paralysis. Dr. Meyer per¬ 
formed laminectomy,—removed a mass of bone compressing the cord, 
opened the dura, but found nothing, except considerable newly-formed 
vessels. He closed the dura with interrupted sutures, then closed the 
external wound without drainage. He had expected to find improve¬ 
ment next day, but was greatly disappointed in finding complete 
paralysis instead. He had first supposed some blood had accumu¬ 
lated in the dura after the operation and caused pressure on the cord. 
There was only very little improvement in one leg the next five 
months. After waiting six months he opened the dura again, found 
a number of cavities in the adherent cord, distinctly gliomatous de¬ 
generation. Dr. George W. Jacoby had seen the patient with him. 
The man went home unimproved. He had just heard that death 
took place three months ago. The cord had certainly not been 
damaged during the operation, yet actual harm, at least no benefit, 
had resulted. 

In another case a man entered the German Hospital six days after 
an injury which crushed the spine, fracturing and dislocating one or 
more vertebrae, and fracturing a number of ribs, causing complete 
paralysis of the lower limbs, bladder, and rectum. Dr. Meyer re¬ 
moved the bone posteriorly over the injured spine, but no improve- 
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ment followed, and the man died about the tenth day after the injury 
from pulmonary haemorrhage, caused by a splinter of rib eroding a 
vessel. 

When the spinal cord itself had been injured it never recovered. 
Only effused blood could be reabsorbed. Thus operative interference 
in injuries to the cord gave less encouragement, as to improvement 
or recovery, than in injuries to nerves. Dr. Meyer would in the 
future operate on injuries to the spinal column and cord of recent 
date only. 

Dr. Wveth, in conclusion, said that he thought the cases under 
consideration were cases in which surgeons were especially justified 
in taking extreme measures for possible relief. He had always been 
of that opinion, and had seen no reason to change it. In one of his 
cases of traumatism to the cord in a man marked improvement had 
followed operative interference, while in another case, that of a boy, 
removal of a tumor not larger than the end of one’s finger, which 
was compressing the cord, completely relieved paralysis. This ex¬ 
perience alone was sufficient to constitute an unanswerable argument 
in favor of exploratory interference. 

A MULTILOCULAR VERMIFORM APPENDIX. 

Dr. McBurney presented a vermiform appendix which he had 
removed from a young woman two days previously during a period of 
quiescence five weeks after an inflammatory attack. He had seen the 
patient twenty-four hours after the commencement of the attack of 
appendicitis, five weeks ago, and, being favorably impressed with its 
course, he had not operated. She was soon up and about, and when 
brought to him a few days ago the parents were anxious to have the 
appendix removed, as they feared a renewed attack during her absence 
abroad. There had never been a tumor. On removing the appendix, 
Dr. McBurney found it about four inches long and divided by con¬ 
strictions into three separate portions or compartments. The third 
or distal compartment had no communication with the others, and 
was distended with pus. There was a narrow opening between the 
other two compartments. Neither of them contained pus. The one 
next the colon was the largest and healthiest in appearance. 



